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Length of Counseling Sessions and the Amount Of Relevant Information Exchanged: A Study in Peruvian Clinics
By Federico R. León, Rosa Monge, Adriana Zumarán, Ingeborg García and Alex Ríos T he concept of "informed choice" in family planning counseling implies that providers assist clients in selecting the method that best satisfies their needs, and that clients leave the session knowing about the side effects of their chosen method and how to use it safely and eff e c t i v e l y. 1 Worldwide, however observational findings suggest that actual counseling is far from meeting these requirements.
Audiotaped counseling sessions in Kenya, for example, revealed that only 57% of clients receiving the injectable and 32% of those getting the pill were provided with information on their method's side eff e c t s . 2 A situation analysis of Nairobi clinics showed that fewer than 50% of new clients w e re provided with information on contraindications to or side effects of their chosen method. 3 Further situation analyses conducted in 12 African countries indicated that the percentage of clients informed about both how to use their method and its potential side effects ranged from lows of 5% in Tanzania and 22% in Burkina Faso, to highs of 64% in Kenya and 68% in B o t s w a n a . 4 In a similar study conducted P e ru, for example, some nonpro f e s s i o n a l Ministry of Health personnel explained that they had not been trained, while others were reluctant to give full information about a method because they doubted that clients would understand its mode of action, or because they did not want to scare o ff the client with talk about side eff e c t s . 8 In urban areas of Peru, providers responding spontaneously to open-ended questions about delivery problems cited overscheduling and the resulting lack of time as the main reason why pro v i d e r s could not provide proper counseling.
9
While pointing to time constraints is intuitively appealing to explain why only limited information is exchanged, this may only be a rationalization on the part of p roviders. The relationship between the duration of a counseling session and the amount of information exchanged needs to be objectively confirmed. Such empirical evidence, whether it confirms or re f u t e s the time-constraint explanation, has important implications. This article pre s e n t s the results of a study that gathered such empirical evidence and then highlights the practical implications of the fin d i n g s .
Methodology

Selection of Clinics
This study is part of a larger evaluation p roject that used a stratified random sampling of facilities operated by the Peru v i a n Ministry of Health, 1 0 which is the primary provider of family planning in the count r y. A total of 172 clusters, known as reporting units, reported complete service delivery data to the Ministry's family planning program in 1998. training because they would not consent to having a pelvic examination, or were found to have medical conditions that would contraindicate use of the injectable (the method that the simulated candidates were supposed to choose).
We adjusted the client profile and corresponding checklist during training. The candidates selected to perform as clients role-played visits to facilities in the training classroom and later sought services at several health centers in Lima as part of their training. These women were paid for their work and any expenses they inc u r red were reimbursed. (Although the Ministry of Health distributes contraceptives free of charge, some of its facilities charge clients for the consultation.)
Data Collection and Instrument
A total of 28 women who agreed to pose as clients were hired and these women made an average of 4.1 visits to a ministry facility (range of 3-8 visits) in June and July 1999. Each of the 19 health centers that made up the sample was visited on diff e rent days by six of these simulated clients, which yielded a total of 114 observations. The simulated clients were ins t ructed to respond to inquiries about their re p roductive intentions by saying they wanted to postpone pre g n a n c y. When asked about their current contraceptive use, they were to reply that they were relying on rhythm, but that they no longer felt secure because they had become pre gnant while using it in the past and now wanted a more effective method.
The simulated client pro file indicated that the client lacked experience with other methods and that she would reject the pill and the IUD on various grounds. The women were to reject condoms, citing their partner's unwillingness to use them re g u l a r l y. Their choice of a method, made on practical grounds, was to be the quarterly injectable, depot medro x yp ro g e s t e rone acetate (DMPA ) -t h e method most frequently requested in Ministry of Health facilities in 1998.
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When asked about her menses, the simulated client was to say that she was in the fourth day of menstruation. This re s p o n s e was devised to show the provider that she was not pregnant, since a pre g n a n c y would contraindicate most methods. The women were instructed to submit to a pelvic exam if the provider re q u i red it. (So that a physical exam would not "give away" a simulated client, a client whose p rovider insisted on the exam was ins t ructed to explain that she had just washed herself prior to the visit and that These reporting units were stratified into three categories by the number of contraceptive sterilizations-both tubal ligations and vasectomies-performed in that year. We ranked the units by their sterilization caseload because the larg e r evaluation project paid particular attention to provider compliance with re c e n t Ministry of Health norms pertaining to sterilization services. (It should be noted that sterilization was legalized as a contraceptive method in Peru only in 1995.) In this study, reporting units performing an intermediate number (40-149 pro c edures) were chosen for sampling.
Within this intermediate category, the reporting units were weighted by the number of family planning consultations p rovided during the year. Nineteen of these units were randomly selected, with the largest health center from each being chosen for the study. Five of the centers were in the department of Lima, and the other 14 were located in urban areas of the departments of Ancash, Arequipa, Ay acucho (two centers), Huánuco (three centers), Ica (two centers), La Libertad (two centers), Pasco, Piura and Puno.
Service Test
Our study used an offshoot of simulated client methodology called the "service test," in which the re s e a rcher controls the client pro file and focuses observations on very specific provider behavior.
11 T h i s type of instrument avoids the pro b l e m s of subjective judgment and the attendant low reliability associated with evaluating a wide range of behaviors.* The service test instrument incorporates a full pro fil e for the simulated client; a system to re c ru i t and train people to act as clients seeking services, and to use this specific pro file in interactions with providers; and a checklist of provider behavior items requiring yes-no responses. Since the simulated client's individual situation and needs are known, the checklist can focus on very s p e c i fic provider behaviors (e.g., "Did the p rovider ask you how you were using the rhythm method?").
Healthy women aged 20-30 with one child and from a variety of ethnic backg rounds were re c ruited through institutional and personal contacts to act as clients of family planning services. They w e re selected based on standardized tests of general cognitive ability, immediate memory and family planning knowledge. During training, we evaluated candidates' ability to project the specific client pro fil e and to use the corresponding checklist. A few were dismissed during or after the she usually had only sporadic spotting on the fourth day of her period.) Simulated clients were carefully trained to project the pro file of a healthy woman with no contraindications to the use of D M PA. This pro file indicated that she had had her last Pap smear six months ago. If the consultation pro g ressed to the point where the provider was ready to administer the injection, the simulated client was to indicate that she wanted to consult with her husband first, thank the provider and leave.
The simulated clients re g i s t e red their observations on a yes-no checklist that contained 46 items of expected provider information-exchange behaviors in the following eight areas: general questions asked by the p ro v i d e r, including the offer of a pelvic exam (seven items); range of contraceptive options off e red (eight items); instru c t i o n s in the use of DMPA (four items); information about the injectable's mechanism of action (two items); screening questions for contraindications to DMPA use (six items); side effects of the injectable and warning signs (six items); information and advice on the use of barrier methods (nine items); and follow-up questions on the communication p rocess (four items).
We added the nine items on barrier methods because at the end of her consultation, the client was to avoid actually receiving an injection by citing the need to consult with her husband first. The provider was then expected to discharge the client by doing one of three things: giving the client the DMPA vial so that when she is re a d y, she can ask a nurse somew h e re else to apply the injection; giving her a prescription so that she can purc h a s e the injectable and receive the injection in a pharmacy when she is ready; or scheduling an appointment for her to return to the facility to receive the injection there . Thus, the provider was expected to advise her to use barrier methods in the meantime and to instruct her in their use.
When the counseling session was completed, the client left the premises, filled in the items on the checklist and entered her observations on an open-ended form. Supervisors debriefed each simulated client after her first clinic visit to ensure that she was correctly projecting the client pro fil e and that she was filling out the checklist p ro p e r l y. A simulated client performed her 
Length of Counseling and Amount of Information Exchanged
task knowing that a supervisor would later visit the facility and review the clinic history corresponding to her case and verify s p e c i fic aspects of the consultation. Finall y, since the sessions were not timed, project supervisors asked the simulated clients to estimate the duration of each counseling session. These estimates ranged fro m two to 45 minutes, with a median duration of 15 minutes. ceptions, the providers had believed the simulated clients to be real clients. Only the providers in two small provincial clinics suspected the simulated clients because m o re women than usual had refused an injection by saying that they needed to consult with their husband.
Results
Specific Provider Behaviors
In at least 93% of the 114 simulated-client visits, providers asked questions about the client's age, number of children and date of last menstrual period; off e red the pill as a contraceptive option; asked the client to make her own method choice; and told her that a DMPA injection needs to be re p e a ted every three months ( Table 1 ). D M PA was spontaneously off e red in 88% of clinic visits, while in the remaining 12%, the simulated clients requested the method themselves, once it was clear that the pro v i d e r would not be offering it (not shown).
Guidelines established by the Peru v i a n Ministry of Health re q u i re that all new users of hormonal contraceptive methods be given a pelvic exam. 1 3 H o w e v e r, only 3% of the visits involved either an actual exam or the offer to perform one. More o v e r, in only 3-7% of visits were women asked if they wanted more children or if they had had vaginal bleeding, were told that the window of effectiveness surrounding their next quarterly injection was two weeks, w e re informed about signs and symptoms of breast cancer, or were asked specific questions by the provider to verify their c o m p rehension of the counseling content. Table 1 also presents the point-biserial c o r relation for each behavior-that is, the c o r relation between the dichotomous variable (of either the presence or absence of each behavior) and the continuous variable (of counseling session length, ranging fro m two to 45 minutes). A significant corre l ation (p<.05), denoted by a single asterisk, indicates that the longer the session length, the greater the likelihood that the item would be included in the consultation.
Of the 11 significant correlations, eight c o r responded to topics unrelated to the chosen method, while only three were related to DMPA or relevant to its selection. This finding suggests that increased session time was used more to address other methods and issues than to expand on the attributes of the chosen method.
The barrier methods section of the checklist revealed an apparent contradiction in counseling content. While important proportions of the sessions involved i n s t ructions about initiating coitus with the condom on (47%) and waiting 15 minTa ble 1. Pe rc e n t age of provider sessions with simulated clients in which expected provider b e h av i o rs occurred, and correlation between occurrence of item and length of counseling session To comply with ethics re q u i re m e n t s , p roject supervisors made post hoc visits to providers to explain the nature of the s t u d y, to assure them that the data were c o n fidential and to give feedback on the p roject. The providers' reactions to the p roject were generally positive. They showed an active interest in the feedback and said they would like to participate in similar projects again. With very few ex-content areas. For example, the simulated clients re c o rded that, on average, p roviders covered 56% of the generalquestions area (i.e., the result of averaging the seven percentages pertaining to the individual items in that area). Similar averages above 50% were calculated for the a reas of method options (72%) and ins t ructions in DMPA use (53%). In contrast, p roviders covered less than 25%, on average, of the items in the following three a reas-mechanisms of action of DMPA (23%), screening for contraindications to D M PA (13%) and communications followup (16%). Table 2 also presents the Pearson correlations between session length (2-45 minutes) and the sum of item scores (observed=1, not observed=0) within each of the eight content areas, using each of the 114 sessions as the units of analysis. There w e re four significant correlations (p<.05) between session length and content: Discussions of contraceptive options, of how to use DMPA, of how to use barrier methods and of follow-up to the communications process were all consistently re l a ted to the length of the session. That is, the longer the counseling session, the more likely that the provider would discuss with the client the material in each of these four areas. Again, just one of these are a s that proved to be sensitive to session length contained material specific to the simulated clients' chosen method.
A c c o rding to the internal consistency c o e fficients for the summed scores (which a re based on the interc o r relations between items within each are a 1 4 ), only two are a soffering the client a range of method options and describing barrier methods-are characterized by high alpha values. This suggests that the providers' behavior in these two specific content areas was highly consistent. That is, providers who talked about an individual method such as the IUD were also likely to talk about other methods such as D M PA and vaginal tablets; in contrast, p roviders who did not mention one particular method were less likely to address most other methods.
Likewise, p roviders who gave clients instructions in how to use the condom w e re also likely to give i n s t ructions in the use of vaginal tablets. The content category of general questions, on the other utes after inserting the vaginal tablet bef o re coitus (54%), in only 18% of cases did the provider instruct the client to use condoms or vaginal tablets until she was ready for her injectable hormonal contraception. This finding suggests that most p roviders talked in detail about barrier methods only early in the counseling p rocess, before the client made her decision. Providers apparently did not, howe v e r, give specific information about barrier method use after being informed of the woman's decision to wait before accepting the injectable. This finding also suggests that most of the information about DMPA was also off e red early in the counseling process.
The data collected by the simulated clients implies that providers were inefficient in the use of their time. For example, in 82% of visits condoms were discussed as a possible option, but in only 18% were they recommended as a barrier method to use while awaiting the injectable; thus, in a net of 64% of visits (82%-18%) providers discussed condoms in considerable detail in the context of general options. Yet simulated clients were clearly not interested in this generalized information on condoms, and p roviders might have easily learned about clients' method pre f e rences by asking about the attitudes of their partners who were unwilling to use them.
In 26% of cases, more o v e r, providers presented the option of female sterilization to a client who would not be receptive to it. Had providers asked clients about their rep roductive intentions (only 7% asked the woman if she wanted more children), they might have excluded this option from discussion and put the consultation time to m o re effective use. In their discussions of potential options, 6% of providers talked about no method or just one, 10% mentioned 2-3 methods, 46% 4-5 methods and 37% 6-7 methods (not shown).
On the other hand, while 74% of p roviders excluded female sterilization f rom their discussion of methods, they did so using criteria that had nothing to do with the client's desires, since they had not asked about the client's re p roductive intentions, including what she considere d to be her ideal family size. We assume that p roviders concluded that sterilization was the wrong option simply because the client was young, was free of re p roductive risk and had not reached her ideal family size.
Areas of Information Conveyed
The first column in Table 2 p resents the average frequencies with which pro v i d e r s a d d ressed the items in each of the eight hand, has a very low alpha, indicating that asking a single general question (e.g., about the client's age) did not pre d i c t whether any additional questions would also be asked (e.g., about the client's reproductive intentions).
Total Information Score
Out of a maximum score of all 46 items checked, and a minimum of 0, the average total score was 19.2. The high internal consistency of this score-an alpha value of .84-indicates that high-achieving p roviders consistently performed most of the expected information-exchange behaviors, average-achieving providers consistently performed a median number, and low-performing ones consistently performed only a few. The total score was normally distributed (Kolgomoro vSmirnov Z=.845, p<.48, two-tailed test).
The Pearson correlation between session length in minutes and the total information-exchange score was .31 (p<.001, two-tailed test). Yet, the distribution of the raw session-length data was positively skewed (Kolgomorov-Smirnov Z=1.938, p<.001, two-tailed test), which demands a closer look. F i g u re 1 (page 32) depicts the mean information-exchange score at each of four durations of counseling. We defined the time duration categories to reflect how the numbers of cases clustered a round specific time intervals: 2-8 minutes (N=22), 9-14 minutes (N=31), 15-20 minutes (N=38) and 21-45 minutes (N=23).
In those counseling sessions that lasted only 2-8 minutes, providers achieved just 30% of the total possible performance s c o re (13.6 points out of 46.0). During sessions lasting 9-14 minutes, this perc e n tage of the maximum score increased significantly (Mann-Whitney's nonparametric test, U=153.5, p<.001, two-tailed), by 43%, to reach a score of 19.4.
Further increases in duration were asTa ble 2. Mean perc e n t age of items on which information was ex ch a n ged for each content area, correlation between summed item scores per area and session length in minutes, and internal consistency for each area 
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Thus, our study shows that a certain amount of pro v i d e rclient interaction is needed to ensure a minimal level of information exchange: Pro v i d e r s made little pro g ress in sessions lasting 2-8 minutes, while lengthening this duration to 9-14 minutes significantly inc reased the amount of information covere d . H o w e v e r, extending the duration any longer than 14 minutes did not s i g n i ficantly impro v e the amount of re l e v a n t information exchanged. With more time available, providers focused on details that were irrelevant to the needs of their clients.
Our findings strongly suggest that once the client chose her method, providers dedicated little effort to addressing the chosen method again. Providers mostly ignore d contraindications and did not use the inc reased time available to give more detailed information on the chosen method's side e ffects and warning signs. For example, p roviders' counseling more often included instructions on how to use a method that the client had no interest in (the condom) than on essential facts about the client's chosen method (such as that the next quarterly injection needed to be given within a two-week window of the scheduled date and that temporary infertility may follow D M PA discontinuation).
A number of simulated clients described the client-provider interaction as a four-step process in which the pro v i d e r asked a few questions to assess the client's needs; talked about diverse method options (frequently using a flipchart); ins t ructed the client to choose a method; and, finally, readied a supply of the method and started to discharge the client.
We would like to underscore the problems in this counseling scenario, concentrating on the inherent bias in providers' executing step 1, and their inefficiency in handling step 2.
•Inadequate assessment of clients' needs. T h e questions that providers asked in step 1 of the counseling process were all medical in nature. For example, they asked about the woman's age (relevant to pill use), parity (an indicator of re p roductive risk), previous contraceptive use (to reveal the client's physical tolerance to specific methsociated with smaller improvements in the total amount of information exchanged. For example, when the length of sessions i n c reased to 15-20 minutes, the total score rose by less than 5% (nonsignificant inc rease), and at the maximum session length of 21-45 minutes, the total information score was still only 45% of the possible total (20.8 out of 46.0)
Discussion
In discussions held by project supervisors with providers after the end of the pro j e c t , many providers justified their omissions in counseling by pointing to time constraints; none mentioned supply shortages of DMPA or of other methods as reasons for the limited amount of specific information exchanged. Although these re s u l t s c o n firm providers' claims that time constraints affect their performance, one important qualification emerged: Signific a n t improvements in the amount of relevant information exchanged occurred only when sessions were lengthened to up to 14 minutes. When sessions lasted any l o n g e r, only trivial improvements occ u r red in the amount of useful information exchanged.
This finding cannot be attributed to individual clients tending to report specific session lengths. We analyzed the distribution of counseling session lengths to test this possibility. Of the 28 simulated clients, only two reported durations that fell within the same parameters for all of their visits (9-14 minutes in one case and 21-45 minutes in the other). The other 26 clients' estimated session lengths were distributed t h roughout all four levels of duration. ods) and date of last menstrual period (to rule out pregnancy).
Most providers, however, failed to ask the client basic questions about her rep roductive intentions-such as whether she wanted to have more children. These women, who were instructed to re p o r t that they were relying on rhythm, were also rarely asked how they were using their method. Thus, providers' tendency to diagnose a client's contraceptive needs appears to have been influenced by habits from the past, when providers made decisions for the client, taking into account only medical criteria.
•Unnecessary presentation of all available contraceptive options. P roviders behaved as though they had to describe the attributes and instructions of use for nearly all methods off e red by the program. Among this full range of methods are condoms, vaginal tablets and other spermicides, the pill, DMPA, the IUD, tubal ligation, vas e c t o m y, the implant, rhythm and lactational amenorrhea. Indeed, sessions were o rganized around the use of a flipchart that presented all contraceptive options. Sterilization and rhythm were excluded f rom most discussions, however, because of firmly entrenched preconceptions. To most providers, the calendar rh y t h m method is ineff e c t i v e 1 5 and sterilization is contraindicated for young women with few children.
While such a rigid implementation of step 2 may be part of an international tre n d , it also may be a specific reaction to scandals that afflicted the Peruvian national family planning program in the late 1990s. In 1997, human rights groups, religious activists and feminists severely criticized pro v i d e r s in the Ministry of Health for coerc i n g clients to accept long-acting methods, such as sterilization. A counseling paradigm based on discussing practically all methods and then letting the client choose one for herself can hardly be re g a rded as coercive, yet focusing on the process of method choice detracts from focusing on the method the client has chosen.
Policy discussions centered on the need to improve the quality of family planning c a re stress the importance of having sufficient time for adequate counseling. Yet investing more time in counseling clients does not appear to be a viable solution to i m p roving the quality of care in Peru's Ministry of Health facilities. In fact, about 50% of professional providers at the ministry's health centers are now under short-term contracts with the Salud Básica para To d o s (Basic Health for Everyone) project, an effort emphasizing quantitative targets that Figure 1 . Mean number of items on which prov i d e rs ex ch a n ge d information with simulated clients, by length of session comparatively fewer user instructions, side e ffects and contraindications). If clients were to choose the pill or the IUD, however, their counseling sessions might increase in length, but otherwise the findings should not be expected to be substantially diff e re n t .
A third word of caution concerns the fact that out of a possible score of 46 items, p roviders, on average, covered only 19.2. This finding does not necessarily re fle c t badly on the overall quality of family planning care off e red in Ministry of Health facilities. The service test is a stringent evaluation methodology that focuses on very s p e c i fic provider behaviors. For example, its instrument verifies the presence (one point), as opposed to the absence (zero points), of a mention of each relevant side e ffect; other tools, however, such as the Tulane observation instru m e n t , 1 9 focus on the mention of any side effect at all (i.e., one point for the mention of a n y side effect and zero points only if no single side effect is mentioned). The service test and the Tulane instruments are there f o re not strictly equivalent, and the service test will necessarily produce poorer results.
C u r re n t l y, the Peruvian Ministry of Health is experimenting with a reformulated counseling strategy in selected health centers that emphasizes a more balanced handling of the situation by the p rovider-that is, less time is spent on helping clients choose a method, basically by avoiding irrelevant topics, which allows more time to be dedicated to the method chosen. 2 0 We suspect that the counseling trends found in this study in P e ru probably prevail in other countries and that their family planning programs might thus also benefit from introducing similar solutions. 
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